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Background:  Mitral valve dysfunction can result in significant cardiopulmonary symptoms. Clinical exam, echocardiography and invasive 
hemodynamics are often utilized to characterize mitral valve disorders. When these components are discrepant, an understanding of 
fundamental physiology is required to determine the nature of valvular function.
case:  A 56-year-old man with a history of mitral valve endocarditis status post annuloplasty eight years prior presented with dyspnea. 
Clinical exam showed evidence of elevated filling pressures, volume overload, and an apical 3/6 holosystolic murmur as well as a 
2/4 diastolic murmur. A transthoracic echocardiogram demonstrated an inferior wall motion abnormality as well as moderate mitral 
regurgitation. Invasive hemodynamics at the time of coronary angiography revealed wedge pressure of 25mmHg with V waves to 30mmHg. 
Calculations estimated mean gradient of 15mmHg and a mitral valve area of 1.0cm2 consistent with mitral stenosis.
decision Making:  Results of transthoracic echocardiography were consistent with mitral regurgitation while invasive hemodynamics 
suggested mitral stenosis. In order to determine the true nature of valve function, a thorough evaluation was conducted. Exercise testing 
was unable to be performed due to a prior cerebrovascular event. Ultimately a decision was made to repeat the invasive hemodynamics. 
On wedge and left ventricular pressure tracing overlay, a similar morphology was seen to prior catherization results (mean gradient 
19mmHg, valve area 0.8cm2). A wedge saturation was 68%. After manipulation, the wedge waveform morphology was altered and repeat 
oxygen saturation was 98%. V waves were dramatic on this tracing and mitral valve calculations were no longer consistent with severe 
mitral stenosis (mean gradient 11mmHg, valve area 1.3cm2). With a diagnosis of eccentric mitral regurgitation, the patient underwent mitral 
valve replacement. Post-operative course was uncomplicated and the patient was symptom free six months later.
conclusion:  This case demonstrates the importance of understanding physiology and the intricacies of diagnostic modalities in the 
evaluation of mitral valve dysfunction.
